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Dear Editor:
The “Back to Sleep Campaign” to prevent sudden infant death
syndrome has led to a significant increase in the incidence of
positional plagiocephaly. This clinical entity with an abnormal
head shape is not the result of craniosynostosis, which repre-
sents a premature closure of cranial sutures, but rather a purely
cosmetic problem caused by persistent occipital pressure dur-
ing sleep [1]. A prospective cohort study from New Zealand
showed a distinct age-dependent prevalence of 16 % at
6 weeks, 19.7 % at 4 months, 6.8 % at 12 months, and
3.3 % at 2 years [2]. Although it is generally accepted that
high rates of up to 70 % improve spontaneously, several
conservative treatment options have been established includ-
ing regular changes of head position, physiotherapy, osteopa-
thy, and also cranial remodeling helmets for moderate to
severe asymmetry [3].
There is, however, a dearth of evidence-based recommen-
dations in the international literature for the management of
patients with positional plagiocephaly [4]. In the absence of a
radiologically diagnosed craniosynostosis, parents should be
advised that a positional plagiocephaly is essentially a cos-
metic problem that does not cause potentially life-threatening
or disabling neurological deficits. The information that the
natural history, also without treatment, is mostly favorable, is
equally of paramount importance. In the case of moderate or
very severe skull asymmetry, where positional exercises,
physiotherapy, and osteopathy do not lead to a satisfactory
result, a cranial helmet might be considered [5]. The latter is a
generally well-tolerated method to correct positional head
deformity. Most of the rarely occurring complications are
minor and self-limited [6]. Therefore, minor forms do
usually not necessitate helmet treatment, whereas it is gener-
ally recommended for severe forms.
Despite efforts to introduce three-dimensional analysis to
clinical practice, there are no standardized well-established
objective measurements of skull asymmetry from which to
decide on the initiation of therapy [7–10]. Without mea-
surements of symmetry, naturally there have been no pro-
spective randomized studies investigating the effectiveness
of helmet treatment, noting the high rates of spontaneous
“self-healing”. Thus, in the face of significant socioeco-
nomic impact on the healthcare system and distress to
parents and caregivers, the use of such helmets should be
guarded.
Therefore, we strongly believe that further randomized
controlled trials, using, e.g., the severity ratings suggested by
Looman and Flannery [11], are mandatory in order to answer
the question if, when, and for how long cranial remodeling
helmets should be recommended.
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